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Abstract 
Due to the complex etiology and treatment challenges of eating disorders, researchers continue to 
explore multidisciplinary, experiential approaches that target the experiential avoidance and 
psychological inflexibility that are often at the heart of the disorders’ resistant nature. With 
flexibility woven into its core processes, drama therapy is an embodied and relational approach 
that is emerging as an effective treatment modality for this population. This project illustrates 
ways drama therapy can widen the windows of tolerance for clients locked in the rigidity of an 
eating disorder. A group therapy method which flips the traditional developmental progression of 
drama therapy interventions is implemented with clients aged 17 – 23 at a partial hospitalization 
program of an eating disorder center located in the Midwest. In addition to detailing the role, 
projection, and embodiment interventions used with clients, this paper also describes how the 
process impacted the author’s own flexibility, personally and professionally. Observations of the 
inquiry were recorded and reflected upon via journaling, group notes, supervision, and art-
making. Results indicate that while clients’ windows of tolerance are affected by a range of 
factors, drama therapy interventions, when supported by the creation of a safe-enough, dramatic 
play space, show promise in increasing clients’ flexibility and treatment engagement. While this 
study is limited in depth and scope, the results lend additional support to the value and benefit of 
using drama therapy with this population. Further study is needed to encourage full incorporation 
of drama therapy into mainstream eating disorder treatment practices. 
Keywords: drama therapy, eating disorders, window of tolerance, expressive therapy 
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Flexibility and Fusion:  
A Method to Expand the Window of Tolerance for Clients with Eating Disorders 
Introduction 
 The body of knowledge currently surrounding eating disorders shows that they are 
complex psychiatric and physiological disorders, often with comorbid diagnoses and likely 
caused by a multifaceted interplay of biopsychosocial and cultural factors (Culbert et al., 2015; 
Heiderscheit, 2016b). Characterized by severe disturbances in eating and feeding behaviors, the 
disorders are estimated to afflict nearly 30 million people in the United States, with prevalence 
increasing worldwide (Galmiche et al., 2019; Wood et al., 2021). As shown in Appendix A, 
many factors are implicated in their development. Ranging from thin-idealization to trauma to 
perfectionism, the causal factors are rooted in an interplay of sociocultural, psychological, 
environmental, neurocognitive and biological processes (Bardone-Cone et al., 2010; Cassin & 
Von Ranson, 2005; Culbert et al., 2015; Juarascio et al., 2013; Wood et al., 2021).  
 Unfortunately, compared to other mental illnesses, the mortality rate of eating disorders is 
surpassed only by opioid addiction (National Eating Disorders Association, n.d.). Additionally, 
and perhaps most worrisome, is the evidence that eating disorders (including anorexia nervosa, 
bulimia nervosa, and binge eating disorder) are often resistant in nature, confounding clinicians 
whose best practice approaches like cognitive behavioral therapy may have limited efficacy 
(Wilson et al., 2007). Moreover, the complex issues that have been shown to contribute to the 
cause of these debilitating disorders are often the same issues that contribute to their resistant 
nature: experiential avoidance, issues with emotional regulation, and low levels of psychological 
flexibility (Juarascio et al., 2013; Tchanturia et al., 2012). Recognizing the challenges, 
prevalence and high mortality rates, studies reviewing eating disorder treatment practices discuss 
FLEXIBILITY AND FUSION                                                     4 
 
the need for pilot testing of alternative approaches (Wilson et al., 2007) and call for controlled 
studies of  “experiential nonverbal therapies” (Kaplan, 2002).  
 In relationship to other more traditional therapies, drama therapy is an alternative 
approach, as well as an experientially-based, often nonverbal form of therapy. Drama therapy 
can be defined as “the intentional and systematic use of drama/theatre processes to achieve 
psychological growth and change” (Emunah, 1994, p. 3). Drama therapy’s change-making 
processes include: embodiment, role play, witnessing, dramatic projection, distancing, and play 
(Jones, 2007). Wood et al. (2021) posit that since body distress is a key factor in eating disorders 
(EDs), incorporation of the body in treatment is essential, and drama therapy is “set apart from 
traditional psychotherapy in the treatment of EDs in that it engages the whole body, allowing 
unexpressed emotions to emerge through dramatic expression in a dimensionalized way” (p. 7).  
 Yet, evidence from empirically-based studies substantiating the efficacy of using drama 
therapy in the treatment of eating disorders remains limited (Armstrong et al., 2019; Pellicciari et 
al., 2013). The reasons for this may range from the challenges of quantifying human experiences 
of recovery via traditional means of research (LaMarre & Rice, 2016) to the relative youth of the 
drama therapy field. Substantive empirical data notwithstanding, researchers and clinicians 
working with eating disorders have been actively exploring how the core processes of drama 
therapy are facilitating change for clients. This research is being presented primarily through 
case studies (Bechtel et al., 2020; Jacobse, 1995; Wood, 2016; Wood & Schneider, 2015; Young, 
1995). As was true for the call for additional research into new forms of treatment for eating 
disorders, nearly all of these case studies involving drama therapy point to the necessity for 
additional exploration. The stakes are high for clients struggling with these disorders, and the 
clinicians who work with them. Is it possible the flexibility woven into drama therapy’s core 
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processes hold another key that can loosen the fusion of an eating disorder? What exactly is 
involved in using drama therapy in eating disorder treatment?  
 Research, development, and implementation of a method may help answer these 
questions and offer new hope to clients locked in the experiential avoidance and psychological 
inflexibility of an eating disorder. Drawing from the research and practice of drama therapists 
who work with individuals struggling with eating disorders, I have been exploring a multifaceted 
method that not only augments the skills offered by skills-based therapy groups, but provides an 
embodied and relational way to work with clients. Patients in treatment at my internship site, an 
eating disorder partial hospitalization program, have participated in multiple sessions during 
which I have offered these interventions. Through journaling, artistic reflection, and group 
process notes, I have chronicled this work that is impacting clients, and also myself, as a 
developing drama therapist.  
 The method involves the use of role-based work, projection, and embodiment adjusted in 
the moment to slip in and loosen the inflexibility that often paralyzes individuals with eating 
disorders. The literature review will provide the foundation for method development, followed 
by a deeper description of how the interventions were operationalized, and the results of these 
explorations. While this study is limited in scope, the results are promising, offering clients and 
drama therapists innovative ways to widen windows of tolerance, expand rigid thought and 
behavior patterns, and free up stuck roles, all within the container of a collaborative play space. 
Literature Review 
Eating Disorders Defined 
 In order to explore alternative treatments of eating disorders, it is necessary to define 
what characterizes eating disorders, as well as the aspects of the disorders that make them often 
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resistant to treatment. The Diagnostic and Statistical Manual of Mental Disorders (DSM-V) 
(American Psychiatric Association, 2013) classifies feeding and eating disorders as 
“characterized by a persistent disturbance of eating or eating-related behavior that results in the 
altered consumption or absorption of food and that significantly impairs physical health or 
psychosocial functioning” (p. 329). While symptoms may be shared across diagnoses, the DSM-
V defines six disorders with unique diagnostic criteria, each with differences in treatment needs 
and outcomes. With anorexia nervosa (AN), bulimia nervosa (BN), and other specified feeding 
or eating disorder (OSFED) as the diagnoses most often exhibited by clients admitted to my 
internship’s partial hospitalization program (PHP), clients with these diagnoses are the focus of 
this inquiry. Appendix B shows unique and shared features of these disorders. 
 What the table does not show are the additional complications that can arise when a 
person experiences this pathology, including: issues with emotional regulation, avoidance and 
processing; negative and maladaptive thoughts; and, difficulty in personal relationships 
(Heiderscheit, 2016b, pp. 18–19). Further, as Heiderscheit (2016b) notes, clinical studies have 
demonstrated that individuals with eating disorders often have comorbid health issues, including 
anxiety, depression, post-traumatic stress disorder and substance use disorder that may become 
“intertwined” with the eating disorder (p. 19). Additionally, clients are often ambivalent, and 
potentially in denial about even needing treatment. The intense focus on weight, food and 
behavior rules may help them cope, providing a sense of control and pride in their success 
(Gustafsson et al., 2011; Wilson et al., 2007). 
Barriers to Treatment Efficacy  
 In addition to the symptomology noted in Appendix B, clients with disordered eating 
have been shown to exhibit other features that impede their long-term recovery prognoses 
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(Culbert et al., 2015; Juarascio et al., 2013; Wilson et al., 2007). Robbins and Pehrsson (2009) 
reference a 2002 study by Noordenbos et al. that found clients with AN may undergo between 
three to nine different types of therapy, with treatment’s primary focus often placed on weight 
gain before addressing psychological treatment. This focus is understandable since, at the higher 
level of care, clients may be suffering from the debilitating effects of malnutrition, as well as the 
effects that restricting nutrition and purging can have on mood, behaviors, thinking, and 
physiological functioning (Heiderscheit, 2016b; Wilson et al., 2007). Yet, viewing these 
disorders and recovery solely from a weight-based, medicalized framework can fail to consider 
the clients’ lived experiences, personally and contextually, and may short-circuit treatment 
(LaMarre & Rice, 2016; Weaver et al., 2012). Treating these disorders effectively requires an 
approach “that attends to the needs of both the mind and the body” (Heiderscheit, 2016b, p. 20). 
Mind-oriented approaches, such as cognitive behavioral therapy, have also been found lacking 
specifically with AN (Kaplan, 2002). Mindful of this gap in evidence, Kaplan (2002) has called 
for research into experiential, creative arts therapies, noting their “more direct access to 
unconscious and symbolic processes and to internal experiences of the body self” (p. 240).  
Experiential Avoidance and Fusion 
 In an effort to explain the limited success of traditional cognitive behavioral treatment for 
eating disorders, Juarascio et al. (2013) postulated that these treatment practices “do not 
sufficiently attend to critical aspects of the disorder such as high experiential avoidance, poor 
experiential awareness, and lack of motivation” (p. 459). Individuals often use disordered eating 
to avoid, disconnect and/or disassociate from negative private (or internal) experiences, events, 
relationships, and physical sensations that they find overwhelming (Culbert et al., 2015; 
Gustafsson et al., 2011; Hill et al., 2020; Juarascio et al., 2013; Morton et al., 2020; Wood et al., 
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2021; Wood & Schneider, 2015). Further, these individuals “tend to be less aware of their 
emotions than healthy individuals, which may make it more challenging for these patients to 
defuse from these internal experiences” (Juarascio et al., 2013, p. 462). This pushing away of 
unwanted, often painful, private experiences, is termed experiential avoidance, and is “an 
immediate consequence of fusing with mental instructions that encourage the suppression, 
control, or elimination of experiences expected to be distressing” (Hayes et al., 2011, p. 21).   
 If experiential avoidance is one of the factors that can keep individuals stuck inside their 
eating disorder and is the result of psychological inflexibility, then treatments that target such 
fusion may offer hope to clients with eating disorders. In a recent study focused on psychological 
inflexibility, disordered eating, and thin-ideal internalization, Morton et al. (2020) found that 
individuals “who are inflexible tend to be entangled in their negative thoughts (Cognitive 
Fusion) and see negative cognitions as indicating they are flawed in some way (Self as Content). 
Feeling flawed and shameful about one’s body may promote disordered eating” (p. 3). Their 
results suggested that decreasing psychological inflexibility may be a key focus of treatment.  
Expressive Arts and the Collaborative Team 
 Expressive or creative arts therapists often use their modalities to help clients flexibly 
encounter rather than avoid experiences, and as such can be valued collaborators on 
multidisciplinary eating disorder treatment teams. For expressive arts therapists, psychological 
flexibility can be both a goal and part of the integrated process of working with this population. 
Frisch et al (2006), in their survey study of arts-based therapies in residential centers for eating 
disorder treatment, found that the trend toward including multidisciplinary, arts-based 
experiential approaches was increasing despite limited empirical support and practice 
standardization. Compelling qualitative evidence for inclusion of expressive therapies as part of 
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a multidisciplinary approach to eating disorder treatment continues to grow. Dokter (1995) and 
Heiderscheidt (2016a) provide numerous case illustrations showing how music, art, poetry, 
dance/movement, and drama therapies are employing creative, experiential, client-centered ways 
to work with feelings, thoughts, and experiences that are trapping individuals in self-destructive 
patterns of disordered eating (Cameron & Kipnis, 2016; Clark, 2016; Jacobse, 1995; Jennings, 
1995; Wood, 2016; Young, 1995). 
Drama Therapy and Eating Disorders 
 Drama therapy, in particular, seems well-suited as a viable therapy modality for eating 
disorder treatment. In describing how drama therapy works with clients, Wood (2016) noted:  
 Drama therapy works on one level to externalize the internal experience, and on another 
 level it helps the eating disorder patient to process such complex experiences … Stepping 
 into dramatic enactment evokes action and reaction within the client, activating the 
 affective system in a way that talk therapy may not evoke. (p. 301)    
In a case illustration, Wood (2016) detailed three drama therapy interventions that had a 
significant impact over the course of a client’s recovery journey. The narrative clearly presented 
the rationale for the interventions, and the results, as well as how these drama therapy techniques 
were grounded in the internal family systems (IFS) psychotherapeutic approach conceptualized 
by Richard Schwartz. This approach which involves personification of distinct parts of our 
internal systems, and exploring these parts with compassion and curiosity, ties closely with role-
based drama therapy interventions (Wood, 2016).  
 In the first intervention of the case illustration, the internal, private, and often shame-
filled experience of an eating disorder was externalized and embodied by the client within a 
group therapy session. As an opening ritual for the session, Wood (2016) took care to set the 
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stage for the work, noting that “the group as a whole is what makes drama therapy group 
powerful; we create the container and space for the client to take the risk that they feel ready to 
take” (p. 303). Wood explained to clients that their participation was fundamental to the 
therapeutic process, with members serving as witnesses to their peer’s work, playing parts in a 
peer’s enactment, and sharing their feelings, insights, and physical sensations they experienced 
throughout the session. Past clients have told Wood (2016) that one person’s enactment or story 
was often the story of the whole group. In the first intervention, with embodiment, dialogue, 
distancing, and imaginative “what if” role play, space began to open for the client related to the 
“self-hate” part with which she was fused. She began to find self-compassion, and more fully 
understand the protective function of her eating disorder. The second intervention used role play, 
embodiment, and psychodramatic techniques to deepen the client’s understanding of and 
compassion for her own story and the internal experiences that were affecting her thoughts, 
feelings, and behaviors, again, all within the safe-enough container of the group. The final 
intervention and part of stepped-down care, was a multiweek process using mask-work, 
photography, group sculpting, embodiment, and creative writing to continue the exploration of 
the parts and develop the calm, compassionate, and curious Self that, ideally, would guide and 
manage the whole internal system of parts. The client’s own words written in a letter from 
“Older Julie” to “Lost Julie” testified to the client’s new found sense of compassion for her Self, 
and her commitment to embracing life: “I want to help you to pick up life. I want us to have a 
life. … I see you now, and I want to help you remove the mask of questions, to be able to breathe 
easy and blossom into the woman we are supposed to  be” (Wood, 2016, p. 323). 
 At other treatment settings, drama therapists have used a range of approaches. Jacobse 
(1995) described drama therapy as one of the “non-verbal group psychotherapies” provided as 
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part of the multidisciplinary team caring for in-patient and day-treatment patients at a hospital’s 
eating disorder ward (p. 126). Their framework was rooted in performance, centered on patients 
playing fictitious scenes. Pellicciari et al. (2013) also described performance as a key component 
of their drama workshop that was part of a multidisciplinary assessment and treatment program 
for hospitalized adolescents with eating disorders. The researchers noted that their intervention 
was based in drama therapy and psychodrama, and involved warm-ups (to reduce anxiety, create 
aesthetic distance, and build trust), choosing a character (to expand role repertoire, emotions, and 
flexibility), exploring the character (to interrupt food obsessions), and performance (potentially 
for an audience of pediatric patients) which, among other things, “embodies the improvement in 
patient’s progresses in spontaneity and loss of perfectionism” (Pellicciari et al., 2013, p. 609).  
 Pellicciari et al. (2013) shared case narratives, as well as results of a survey given to their 
first group of participants. The objectives of the drama program were: “[to] investigate the 
themes and fears that are difficult to access during the normal psychoeducational rehabilitation 
program; to encourage spontaneity and improvisation; to promote self-esteem through the 
creative process; and to develop the ability to externalize the inner world” (Pellicciari et al., 
2013, p. 609). As evidenced in the case narratives and survey results, these objectives appeared 
to be met. The survey also reported an increase in spontaneity, which was significant since 
spontaneity “has been identified as a key factor in determining a positive change in the 
motivation to recover” in patients with AN (Pellicciari et al., 2013, p. 611). For patients locked 
in the rigidity of their eating disorders, drama therapy and the play and spontaneity that emanated 
from the processes seemed to open the window of tolerance a little wider. Through the dramatic 
processes including role play and embodiment, patients were able to tap into their own creativity, 
and find their voices: “During the workshop sessions, the patient is liberated from the role of ‘the 
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sick one’ and allowed to develop a more adaptive method of self-expression” (Pellicciari et al., 
2013, p. 611).   
Drama therapy and Neurobiology 
 Another noteworthy study, conducted by Wood and Schneider (2015) and situated at the 
intersection of eating disorders, drama therapy, and neuroscience, provided additional evidence 
connecting psychological flexibility with eating disorder treatment. In their research, Wood and 
Schneider connected the development and maintenance of an eating disorder to research in 
interpersonal neurobiology. They noted that repetitive disordered eating behaviors are often used 
to regulate emotions “by disconnecting from memories, relationships or bodily sensations that 
are experienced as overwhelming or dangerous” (Wood & Schneider, 2015, p. 57). This repeated 
disconnection actually changes the wiring of the brain, making it less and less able to process, 
respond and adapt to the ups and down of life experiences. If eating disorder development and 
maintenance is viewed through this neurobiological lens, the path to treatment would need to be 
grounded in an approach that supports neural integration. In their case study of a client with 
bulimia, Wood and Schneider (2015) demonstrated how they were able to use the processes of 
drama therapy to move their client toward neural integration, expanding the client’s window of 
tolerance and increasing her psychological flexibility. 
 In his book, The Developing Mind, Siegel (2012) introduced the term “window of 
tolerance” to explain the state of being in which arousal mechanisms of the body and brain are 
activated, but not to such a level of intensity that the arousal disrupts overall thinking and 
functioning of the individual. After all, our bodily systems are created to ensure our survival. 
When an experience happens, internally and/or externally, human bodies and brains are hard-
wired to respond, kicking off an emotional and somatic arousal that is focused on assessing and 
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protecting the human. But sometimes for a variety of reasons, windows of tolerance for some 
individuals are narrowed, so internal alarms and physiological activation will happen that are out 
of proportion to the present moment event. Individuals with narrow windows, such as those with 
eating disorders, may develop rigid patterns of behavior to keep themselves feeling safe.    
 In her qualitative study focusing on play, presence, and the potential for healing in the 
here and now moment, Kestly (2016) also referenced Siegel’s window of tolerance, noting:   
 Eddie and I were playing at the regulatory edges of the window of tolerance – that line 
 between the social engagement and the sympathetic branches. Inside the window of 
 tolerance, we can regulate our arousal systems optimally. Outside it, we experience 
 dysregulation, a feeling of being out of control. (p. 20) 
The idea of this window of tolerance and modulation between activation and toleration is also 
key to polyvagal theory (Porges, 1997), neurophysiological tenets of radically open-dialectical 
behavior therapy (Lynch et al., 2015), and body-focused trauma work (P. A. Levine, 2010).   
Drama Therapy Processes and the Window of Tolerance 
 Dramatic play, role play, embodiment and projection are all processes of drama therapy 
that can engage clients at the regulatory edges of their windows of tolerance. In addition, as 
Pendzik (2006) noted, drama therapy, in its essence, is linked to the structure of dramatic reality, 
an imaginal realm within the co-created play space, where anything can happen. Flexibility and 
spontaneity are alive in this reality. In fact, drama therapy often lives in “a playful relationship 
with reality” (Jones, 2007, p. 191), and for the eating disorder population, drama therapy’s 
“embodied work is a means of reconnecting with that spontaneity and playfulness” (Wood et al., 
2021, p. 17). Yet, this dramatic play reality is not random free play which could be 
overwhelming to individuals who have a constricted window of tolerance.  
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 Unique to drama therapy encounters as related to the window of tolerance is the ability of 
the therapist to work with distance, another core process of drama therapy. Distance involves the 
balancing a potential overwhelm of emotion (underdistance) with a potential of detachment from 
that emotion (overdistance). The goal is aesthetic distance “characterized by emotional 
expression that is clarifying and relieving rather than obscuring and overwhelming and that 
invites an engagement of the rational, reflective capacities” (Landy, 1996, p. 367). The drama 
therapist can use dramatic projection, play, embodiment, role play, and witnessing to modulate 
the aesthetic distance, thereby allowing a client overwhelmed in emotion to take a reflective step 
back, or enabling a client who is distanced from their emotions, take a step in, in order to 
experience their internal worlds more deeply (Landy, 1996). Thus, built into the structure of 
drama therapy is the ability to be flexible and to tailor the experience to the needs of each client.  
Drama Therapy Processes of Roles, Projection and Embodiment 
 When Johnson (1982) conceptualized the developmental paradigm to outline a 
therapeutic approach for drama therapy, he noted that the usual order follows human 
development, moving from embodiment to dramatic projection to role-based work. In his 
extensive clinical experience, Johnson recognized that high functioning clients, appearing to 
operate at higher developmental levels, were often doing so rigidly, as they tried to structure and 
maintain their identity and sense of self. Of these individuals, Johnson (1982) noted: 
 they cling to these structures and are thus threatened by earlier modes of relating. … 
 They have lost access to these earlier levels of expression and communication, with 
 which they need to make contact before they can proceed further. Here, drama therapy in 
 a sense should work backward, supporting the security of the person’s self as s/he  
 expands the range of expression. (p. 188) 
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The goal, Johnson (1982) noted, was not to make it to the highest developmental level, but rather 
to increase a person’s range of expression so the individual “has access to and flexibility to move 
among all the different levels” (p. 188). Increasing such flexibility may widen a constricted 
window of tolerance. Both Dokter (1995) and Young (1995) used this suggestion of flipping the 
progression to inform their drama therapy practice in treating eating disorders.  
 I noticed from the initial weeks of leading the drama therapy group, role was emerging as 
a more accessible way to work with this population, while embodiment (even standing up) could 
push clients into the fight or flight mode of neural activation. Landy (2009) defined role as 
“patterns of behavior that suggest a particular way of thinking, feeling or acting” (p. 67). Thus, a 
role is a structure that can define how a person operates. In a healthy person, roles can be fluid, 
helping people adapt to meet the challenges of changing situations. In those with an eating 
disorder, experiential avoidance and psychological inflexibility that keep their window of 
tolerance constricted may also be keep them stuck or locked in certain roles. Their role system is 
neither fluid nor balanced. Guiding a client into a structured role exploration, mining their own 
experiences of how they meet the world currently, and how they wish they could meet the world, 
seemed like a tolerable, non-threatening place to begin with a drama therapy method.  
 Dramatic projection, with objects and masks, could then be the next step to help titrate 
the aesthetic distancing, and allow for increased role play at the regulatory edges of the window 
of tolerance. As Jones (2007) succinctly observed: “dramatic projection enables expression 
without exposure” (p. 210). In projecting or shifting problematic internal experiences outside 
themselves onto an external form, risk-averse clients may see and feel themselves within the 
“healing possibilities of drama,” and this acknowledgement, expression, and witnessing could 
open the potential for change and psychological growth (Jones, 2007, p. 154). With their 
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connection to identity and an expression of self, masks as projective objects can give clients the 
“freedom to express material that would be repressed within client’s usual presentation or their 
identity” (Jones, 2007, p. 152). In making and embodying a mask, clients can find a way to 
explore roles, parts, and identity: a role that was once only an idea, a thought, can become 
externalized through visual art media. Once externalized, this character may spark emotional 
reactions that can then be explored and played with in the group’s play space. The abstraction 
has become a concrete entity with which the client can engage. Psychodramatic techniques of 
soliloquy and role reversals can help clients dive deeper into the motivations of the roles, and 
how they are affecting their disordered eating behaviors. The mask itself, in covering, is actually 
uncovering, and instead of closing, may actually open a window into their internal world. 
 In the flipped progression of drama therapy activities, embodiment comes after 
projection. This is the third level for a reason: unlike children who may jump into full-bodied 
play, embodiment in therapy may provoke strong avoidant behaviors for individuals in treatment 
for eating disorders. With minds often focused on body image and dissatisfaction, weight 
concerns, and an internalized ideal of thinness, people with eating disorders may feel cut off 
from their bodies: “They do not consider themselves as a whole” (Jacobse, 1995, p. 126). 
 Yet, embodiment remains an essential component of successful treatment for clients with 
eating disorders precisely because the body often holds such distress: 
 Their focus on their physical shape and size results in body-avoidance, meaning they are 
 immobilized at the thought of experiencing sensations in the body or the potential of 
 being seen or witnessed by others. As drama therapy is, by its nature, an embodied 
 modality, it will often trigger the strategies designed to ward off the terror and discomfort 
 held in the body. (Wood et al., 2021, p. 12) 
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Experiential avoidance and emotional dysregulation compound this terror contained in embodied 
interventions with clients constrained by eating disorders. Yet, for those who avoid experiencing 
in their lives, experiencing may be just what they need to interrupt the negative feedback loops 
that spiral into and around shame, self-hate, and flight or fight activation  (P. A. Levine, 2010). 
 This “in the moment” experience of embodiment is a crucial change-making process in 
drama therapy. In describing drama therapy with a client, Levy as quoted by Jones (2007) 
remarked: “by talking, she tells me how she feels, but by embodying the characters she has the 
experience and feels it in the ‘here and now’” (p. 220). Where projection can provide distancing, 
embodiment has the power to deepen involvement. In balancing projection and embodiment, a 
drama therapist can help “clients take small steps in connecting to and asserting core aspects of 
self without becoming so activated that ED [eating disorder] thoughts and behaviors emerge to 
protect and defend them” (Wood et al., 2021, p. 17). 
 Thus, scaffolding of interventions is critical in working with embodiment, as is the 
attunement of the drama therapist with clients and the group as a whole. Wood et al. (2021) 
noted the artistry and craft of this attunement process: “‘So I’m always thinking about it in terms 
of people’s windows of tolerance, then trying to make an ask and lowering that ask until it’s 
something that is tolerable’” (p. 22). Starting with concrete activities, creating a safe-enough 
container for the work, building trust and a sense of play within the group, attuning to shifting 
levels of willingness and avoidance, all are factors which invite engagement (Wood et al., 2021).  
 The flipping of the embodiment, projection, role developmental progression is another 
way to scaffold the work (Young, 1995). In flipping the progression, and beginning with a role-
based, cognitive approach, clients can become accustomed to working (and playing) in drama 
therapy groups. Through role-based work, clients may begin to realize that “the client’s dramatic 
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body is given different permissions than their everyday body” (Jones, 2007, p. 230). Projective 
work brings in the feelings and internal experiences in a distanced way, helping clients become 
more comfortable as players within the here and now play space of the group session. This is a 
space in which “the dramatic body is a place where imagination and reality meet” (Jones, 2007, 
p. 225). Embodiment may then become less threatening and more accessible. In tapping these 
core processes, drama therapy has the potential to help clients shift from viewing the body as 
separate, to viewing the body as resource. In implementing a method that flipped the 
developmental progression, I hoped to help clients nudge open their window of tolerance, as they 
drew upon their creative powers of expression within the flexibility and trust of the play space.  
Method 
Inquiry Design and Justification 
 The purpose of my inquiry was to explore how the processes of drama therapy could 
widen the windows of tolerance for clients locked in the rigidity of an eating disorder. Building 
on research situated at the intersection of drama therapy and eating disorder treatment, I also 
hoped to expand the knowledge base, and position drama therapy as an evidence-based approach 
that augments empirically-supported treatments (centered around increasing psychological 
flexibility) currently being used with this population. I also wanted to ground my internship 
experience with current best practices in drama therapy.  
 The series of interventions I explored took into account the experiential avoidance, 
emotional dysregulation, and low levels of psychological flexibility that may impede treatment 
success. With clients stuck in rigid thoughts patterns, often divorced from their bodies, the 
traditional developmental progression of drama therapy interventions (moving from embodiment 
to projection to role-based work) may be counterproductive. Instead, I followed the practices of 
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Dokter (1995) and Young (1995) with this population, and flipped the progression to role, 
projection, and embodiment (RPE). Role-based work, as a more cognitive-oriented approach, 
offered a concrete, less risky place to begin. Moving to interventions involving dramatic 
projection through mask creation offered aesthetically distanced ways to externalize often 
suppressed and avoided feelings and experiences. Use of distancing was another drama therapy 
process that allowed titration of these experiences to play within and at the edges of clients’ 
windows of tolerance. Embodiment of these masks came next, deepening the experience, giving 
clients experiential encounters and positioning their bodies as partners, rather than enemies. The 
goal of the RPE method was to expand windows of tolerance by counteracting experiential 
avoidance and psychological inflexibility via drama therapy’s core change-making processes. 
Supporting Factors 
 Supporting each of these RPE interventions was the creation of a relational, safe-enough, 
play space that cultivated spontaneity and provided space for the window of tolerance to be 
nudged open a little wider. The play space was created with a variety of check-in, warm-up, and 
circle-holding activities. Even as my methodology aimed to increase clients’ psychological 
flexibility, so my approach necessitated flexibility. The plans I made for the groups each week 
were my maps. These plans enabled me to operate with “structured flexibility … [which] means 
we know the therapy ‘map’ and because we know the map, we are able to be in the present 
moment, allowing the body and the impulse of creativity to also guide the healing process” 
(Richardson, 2016, p. 74). Flexibility was necessary due to the nature of group work at my site. 
New clients could join the milieu anytime, so groups were always open, composed of clients at 
various stages in their recovery. Additionally, groups were often laced with interruptions with 
clients being pulled by the nurse, dietician, primary therapist or psychiatrist at any time.  
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 With the treatment team coordinating comprehensive care amongst all the patients, such 
interruptions were as understandable as they were disruptive. Yet the first step in unraveling the 
fear, shame, paralysis spiral in order to transform trauma, is to create a safe-enough space for the 
work to begin (P. A. Levine, 2010). So, following best practices of drama therapists who work 
with this population, I set up the container of the group at the start of each session through my 
words and actions. I used my opening words to show how the drama therapy group (known as 
Expressive Group to the clients) was different from the skills groups – in that the “group” in the 
name was as important as the “expressive.” Before each session, I relayed the importance of 
participating as witnesses to each other’s experiences (Wood, 2016; Wood & Schneider, 2015). I 
also used projective objects and cards as group check-ins. These cards were chosen at the 
beginning of group, then shared as part of the check-in. The cards, kept in the room when clients 
were pulled, also served to mark a client’s presence even when they had to leave the room.  
The Role of Therapist 
 In addition to a group built on mutual trust and playful engagement, a safe-enough space 
is fostered by the presence of the therapist. Thus, my process also involved personal preparation 
and warm-up, attention to the physical environment of the group room, and care in setting a tone 
of invitation, acceptance, and play to help build attunement within and between all of us in the 
group. While I led, I had a co-facilitator whose presence helped contain and stabilize the group 
as clients were pulled and returned during the 90 minutes. Her participation encouraged client 
engagement, and her presence also centered me before and during the session. We also debriefed 
after sessions. Both of us identify as white, able-bodied, cis-gender females. 
 During the sessions, I had to watch my own tendency to control, and related desire to 
follow the plan I had prepared. I knew I needed to tune into what was happening within each 
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group member, as well as within the group as a whole, and in the space between us all. So, while 
I planned a scaffolded sequence of activities related to the RPE method, I also made every effort 
to be very present with the clients, meet each moment and follow the spontaneity that arose 
within the group encounters. Pellicciari et al. (2013) noted that spontaneity was one of the 
critical goals of their eating disorder treatment research project. Thoughtful planning was 
important to ground me in the method, but once I came into the group, I needed to be agile and 
adaptive. Flexibility was not just a goal for our clients, it was a goal for myself. To help meet this 
goal, I worked to embrace the not knowing that can be seen as the preferred stance of a therapist. 
Williams (2017) references Maroda (1998) who stated: “A therapist who knows she is lost keeps 
seeking the truth. A therapist who must believe she is always in control reaches premature 
conclusions and cuts off the affective experience of herself and her patients” (p. 139). So, with 
my method in hand and flexibility in mind, we began our explorations.  
Participants and Level of Care 
 I explored this method at my internship site which is a partial hospitalization program 
(PHP) at a center for eating disorder treatment in the Midwest. I began my internship in 
September 2020, as the COVID-19 pandemic had shifted many in-person mental health 
programs to virtual. While the intensive outpatient program at my site had shifted to virtual, PHP 
continued to be fully in-person, running 10 hours each weekday, and 8 hours each day on 
Saturdays and Sundays. Masks, social distancing, and additional protocols related to safety were 
observed at all times. During my time at the site, most clients were between 17 to 23 years old, 
with the size of the milieu fluctuating between four to ten clients. The sessions in which the RPE 
method was incorporated averaged eight clients per group, with all clients identifying as female, 
85% identifying as white, 10% identifying as black, and 5% identifying as multiracial. 
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Process of Implementation 
 The original plan for implementation was to do the RPE method in three 90-minute 
sessions within the drama therapy group. The group ran each Thursday, immediately after lunch 
and post-mealtime processing. Each session took place in the group room next to the home group 
room in which most of the other groups (including the skills groups, process groups, themed 
groups, and various nutrition and health groups) were facilitated. Moving clients out of the home 
room’s comfy armchairs, away from the bookbags, phones, and binders, into the room next door 
provided an embodied change, signaling the start of something different. Each week, I ensured 
that the expressive room had the appropriate number of armless but upholstered chairs placed in 
a circle, with some space in between to provide for social-distancing. Written on the board were 
the words: “Welcome to Expressive Group!” I also took care to ensure that the outside window 
blinds were half-drawn to let in the light, but also create a cozier and more protected atmosphere.  
 Each of the RPE sessions were structured as standard drama therapy sessions, involving a 
warm-up that prepared participants for the action phase, that was then followed by the sharing, 
then closing ritual. The warm-up included: welcoming clients to group; acknowledging what 
they brought into the space; sharing why drama therapy could help in their treatment; inviting 
them to act as witnesses and to help create a holding space for the work; and, offering 
anticipatory guidance on the day’s focus. The warm-up also included some sort of projective 
check-in, as well as playful, embodied activities to set the tone, potentially reset the energy of the 
group, and prepare for the action to come. I used the Magic Trunk reflective activity as the ritual 
closure for each session. Emunah (1994) notes that ritual in closure “provides an arena for 
reviewing what has transpired, recognizing the steps that have been taken, and making the 
transition from the drama therapy session to one’s outside reality” (p. 44). As a group in a 
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standing circle, we pulled down and opened an imaginary magic trunk, and each person stated 
something they wanted to leave in the trunk and something they wanted to take with them. “This 
retrospection deepens the level of introspection, of awareness of all aspects of the process. The 
entire journey is, in a sense, encapsulated, helping the client to grasp and own the experience, 
with all its impact” (Emunah, 1994, p. 45). With each statement, the participants usually gestured 
placing something in, and taking something out of the trunk. Often peers echoed the gesture, and 
I verbally repeated their words, making eye contact in acknowledgement and acceptance.     
First Session 
The first session was structured around role exploration, with the session goals centered 
on building community, fostering a sense of play, and exploring roles. Following the ritual 
invitation/welcome and projective animal-card check-in, the embodied warm-up included 
sharing a gesture that expressed the client’s feelings. This was followed by sharing a gesture 
expressing how their chosen animal might be feeling. This little twist infused a low-risk 
playfulness into the experience. Then I shifted into a spectrogram, a psychodramatic technique, 
involving lining up (socially-distanced) on an imaginary continuum across the floor, in the space 
which best expressed a group member’s answer to each question. Leaving the security of a chair 
is an embodied action and “committing to a standing, choice-making position encourages a 
greater engagement in the process” (Dayton, 2005, p. 81). The questions were carefully chosen 
to stay within the window of tolerance, by being playful and less revealing at the beginning. This 
playing at the edges of the window encouraged a gradual expansion so we could progress into 
deeper subjects. The answers allowed me to take the temperature in the room as the group 
prepared for the action. The questions included: 
• What time of day am I feeling my best? 
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• Do I consider myself an introvert or extrovert? 
• Level of comfort doing activities like this? 
• Level of awareness I have related to roles I assume in life? 
• Level of willingness to explore roles today with group support? 
 After sharing information about role theory and role method, I handed each person a set 
of role cards printed on slips of paper inside a plastic bag (due to COVID precautions). I also 
stated that these roles were derived from a primarily Western perspective, and included roles, 
characters and archetypes often found in theatre, media, books, fairy tales, etc. The 60 role types 
shown in Appendix C, Table C1, I adapted from Landy & Butler (2012). Each person also 
received four slips of paper naming the categories: “Who I am,” “Who I Want to Be,” “Who is 
Blocking Me,” and “Who Can Help Me.” Then I invited everyone to do role sorts by laying out 
the four categories, and sorting the roles (with a blank included if a role was missing). See 
Appendix C, Table C2 for compilation of client role sorts. 
 After individuals sorted their cards, I invited them to narrow down each category to one 
role, giving each person four roles to explore. The role method as articulated by Landy (2009) 
proceeds through eight steps, beginning with “invoking the role” and progressing through 
naming, playing out, exploring alternate qualities, reflecting upon the role play, relating the role 
to daily life, integrating and social modeling (p. 75). Since the time was limited due to 
scheduling of the groups, our explorations into role involved invoking and naming, and for a few 
group members, some playing out, during this first session.  
 In order to invoke and name the roles and to discover who was in the room with us, I 
invited everyone to share their four roles, as well as any reflections on the sorting process. Then I 
asked the group to place the role cards on the floor to approximate, geographically, how 
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emotionally close they feel to each of the roles. With the Who I Am role usually close by, and 
the Who I Want to Be placed a distance away, I asked each person to take one step toward where 
they they want to be. After processing this action step, we then used the remaining time to bring 
a group member’s (protagonist’s) constellation of four roles to life. Using sculpture and 
psychodramatic technique of role training and role reversals, the protagonist created sculptures 
(sculpts) with the other group members to create a tableau of their four roles. Each role was 
given a line by the protagonist, with the protagonist directing their scene. I served as the support 
to the protagonist using aesthetic distancing to titrate the level of over- and underdistancing 
being experienced by the protagonist. The sculpt could be fluid or static, and could be created as 
the role relationships were currently, as well as the ideal future. The protagonist was given the 
option to enrole as themselves in order to embody and deepen their understanding of the roles. 
Sharing involved the protagonist’s peers (both the players and witnesses) opening up to offer 
their thoughts, feelings, and physical sensations that they experienced during the enactment. The 
Magic Trunk closure provided another way to reflect and come together to hold the experience.  
Second Session 
 The second session was focused on the projective mask-making process, with the session 
goals centered on choosing a role from their prior role sort, exploring the role imaginally, and 
creating a mask of the role through collage, painting, and/or drawing. After sharing information 
on the use of masks throughout history and within various cultures, I shifted into the check-in. 
For this session, the check-in was a body scan with individuals recording with words, marks, or 
drawings their current physical sensations. These drawings were then shared anonymously in the 
center of the circle. When individuals feel disconnected from their bodies, this activity is a lower 
risk way to reconnect with the body, and begin to sort out its messages. Sharing these drawings 
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can build community as clients may see their bodily sensations reflected in the drawing of their 
peers. Wanting to continue connecting with the body and bring a sense of play, I used a variation 
of a ball-tossing game. Due to COVID, instead of tossing, we kicked the ball with clients naming 
something related to the category. I began with a humorous category, and progressed into 
categories that required more vulnerability. This embodied playing around the edges of the 
window of tolerance called for flexibility and helped prime the client for deeper work.  
 Shifting into the action portion of the session, I asked individuals to think about the four 
roles chosen from the prior session. With the Blocking or Helping roles often situated in a more 
active relationship to the client, and roles that clients were placing outside themselves, I invited 
clients to choose their Blocker or Helper role to explore. I then led a visualization that invited 
clients to tune into various textures and sensations they felt related to the chosen role including:  
• If this role were a color/sound/smell/taste/weather, what color/etc. would it be?  
• List adjectives and feelings associated with this role.  
• What is this role hungry for? 
Then they used the rest of the session (approximately 45 minutes) to create their masks. To close, 
I asked each person to do a body scan which we shared. Clients noticed how much calmer the 
drawings looked as compared with the earlier scans. We closed with the Magic Trunk ritual. 
Third Session 
 The third session featured embodiment of the projective masks, with the session goals 
centered on embodying the masks (physically, mentally, and emotionally) in order to build 
connections between often hidden, internal experiences and the external behaviors that may arise 
from them. After the ritual beginning, I led the check-in with group members choosing an object 
that resonated with them from a collection of projective objects. After each person shared their 
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object and placed it somewhere in the room as a witness, I shifted into embodied warm-ups that 
used playfulness to build connections, invite flexibility, and bring clients into their bodies within 
our contained play space. The action of the session was a progression of discovery, beginning 
with a curious and compassionate observing of the mask. I asked the questions: “How do you 
feel about this part of you?” and “What does this part want you to know?” As part of the process 
and as a subtle way to invite less distancing from the projective mask, I explained to the group 
how and why I would be using the terms, “mask,” “part,” and “role,” interchangeably. Then I 
invited the group to journal a one-page monologue from the role, answering the questions: (for 
the blockers) “What is your biggest fear that could happen if you stepped back?” and (for the 
helpers) “What are the ways you want to help, but aren’t allowed to yet?” This intervention 
invited expression from the cognitive side which was usually more accessible and perceived as 
less risky. Each person (creator) then shared their monologues, speaking as the part, while 
holding their masks. The level of vulnerability notched up a step during this activity, as group 
members tapped into the emotions and internal, private experiences that lay inside the role, a part 
of themselves. Physically embodying the masks came after this sharing, with each person 
showing via the body posture that the mask would have if it had a full body. In order for the 
creator of the mask to hear and potentially interact with this role, each person, in turn, chose 
someone to hold the mask, and place their body in the posture given by the creator. The creator 
then gave the role one line or phrase to say. The peer enacted the part integrating the mask, body 
posture, and spoken words to share the brief embodied message with its creator, which could 
then shift into a dialogue. The sharing involved both a deroling and time of reflection. After the 
sharing, the group closed with the Magic Trunk ritual.  
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Recording of Observations  
 In order to record and process information related to the method implementation and 
learnings, I kept the session notes (both the general group notes as well as the individual notes) 
that I entered into the site’s medical records data base (with all identifying features removed). I 
did this the same day as the sessions. The next day, I journaled, noting and reflecting upon key 
moments for clients and for myself. I also tracked questions that I had related to the 
methodology, choices that I had made in the moment, and next steps. Many of these questions I 
took into supervision for further exploration. I also tried to circle back to my lead sheet plan to 
specifically note what actually occurred within the sessions to help refine the process. In 
addition, I chronicled and explored my parallel process that was emerging related to my own 
flexibility. I expressed this engagement with my own window of tolerance through a variety of 
means: poetry, story, monologue, dialogue, and the visual arts. 
Tracking Progress 
 I tracked the progress and the process through journaling and thoughtful session 
planning. I was able to implement the full RPE method with two different milieus approximately 
eight weeks apart. In the second iteration, I used the knowledge I had gained as a result of the 
first implementation. I also began to more fully own my identity as a drama therapist. My journal 
entries, as well as the lead sheets for the sessions tracked this growing confidence in myself and 
in my modality. I made sense of the information through a careful review of the journal entries, 
tracking recurrent themes. I also reviewed the artistic responses I had done along the way to 
better understand how I was processing my own experiences as a drama therapist.  
Results 
 What did I observe as I explored the use of drama therapy with clients, and with myself 
as an emerging drama therapist? Did the role, projection, embodiment method effectively 
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harness the change-processes of drama therapy and expand the window of tolerance so often 
constricted in individuals with eating disorders? While this study was limited in scope and depth, 
the results lend support to the value and benefit of using drama therapy with this population. 
Key Learnings and Expanding Windows 
 As expected, embodiment did appear to be fear-inducing for clients, pushing them 
outside their window of tolerance. But, if they could initially sit in their chair and kick a ball 
around the circle with their peers, or if they could show me how to hold a certain physical pose, 
the focus was off of them, and onto the action or purpose at hand. If the activity, as well as the 
set-up for the group, could shift the focus, clients were able to enter into the play. It was as if the 
embodied experience was slipping in the window instead of banging on the front door. Since I 
found the level of embodiment and engagement in activities correlating positively with 
expansion of the windows of tolerance, this slight shift in approach was significant. 
 Also crucial to engagement (which helped expand the window of tolerance) was trust 
building. This included trust in fellow group members, trust in the therapist, and trust in the 
drama therapy modality. I observed that the spontaneity and playfulness engendered by the 
warm-ups, interventions, and centered, playful presence of the therapist all fostered group trust. 
Similarly, bold choices made by peers within our sessions seemed to have a ripple effect 
encouraging a higher level of risk-taking within the whole group. One person’s willingness to be 
the first to try an activity helped to increase the willingness of others to take a risk.  
 I also learned that trust-building was a multifaceted process, while breaking that trust 
could happen in an instant. Navigating rupture and repair were ongoing parts of the process, 
important to clients and to my own development as a clinician. The group’s opening ritual in 
which I acknowledged and concretized the therapeutic rationale for our expressive activities 
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seemed to increase the level of trust and willingness for some clients to engage in activities that 
could, potentially, push them out of their comfort zones. When I was speaking in the language of 
the other skills groups (which were often mentioned in each client’s treatment plan) and 
connecting our work with their eating disorder recovery, I could sense a higher level of buy-in 
from the clients. For some, when I left this step out, I felt disengagement.  
 I also noticed disengagement and sensed shifts in trust when peers moved in and out of 
the milieu, and when the group room door would open and a client would enter halfway through 
the session, missing the scaffolded warm-ups and trust-building activities. In my role, I didn’t 
have control over what was occurring between sessions. I also usually didn’t have control over 
the daily interruptions. But I did have control over how I scaffolded, structured, and contained 
each drama therapy session, and how clients who missed parts of the sessions were integrated 
into the flow and safe-enough contained space of the group.  
 I also found that my original plan of progressing through the RPE series of interventions 
over three weeks was problematic due to the changing milieu. In addition to comings and goings, 
much can change for individual clients from day to day at this high level of care. The second 
time I did the method, I was able to do the whole progression in three separate groups, all in one 
day. With the steady group of clients, engaging concurrently in the three parts of the method, the 
level of engagement felt deeper, as one session followed the other.  
 I also learned that clients’ windows of tolerance were of different sizes, with the level of 
openness or constraint changing moment to moment, potentially affected by their current mood 
and emotions, changing relationship to their eating disorder, stage of recovery, time of day, level 
of physical discomfort, and shifts in relationships with their peers, staff, circle of support, and 
environment outside the treatment site. I learned to acknowledge this and be very present with 
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the clients’ current states of being, while also utilizing the tools of my action-oriented, drama 
therapy modality to shift the energy when needed. I created an intervention to work with the 
presenting feelings, thoughts, experiences that came into the room with each client. “What’s in 
the Room” was a warm-up I developed that brought internal experiences out into the group to be 
named, explored, played with, and potentially, transformed. Appendix D describes the warm-up.  
 All along the way, in the method implementation, the results seemed to be aligning with 
the themes of research I had been studying. Drama therapy was indeed bringing the inner out, 
and in so doing sparking insight. Using the core processes of drama therapy enabled the internal 
to be externalized, and, I found that it was in this experiential process where the insight and 
potential for integration lay. As one client responded upon seeing her masked role speaking and 
gesturing to her: “It’s weird, seeing what’s inside your head on the outside.” Other clients spoke 
of getting chills when they saw their roles enacted as they had imagined and directed. The RPE 
method was working cognitively with structured role-based play, emotionally through projective 
mask work, and physically with embodiment. These core processes were concretizing the inner 
experiences in the here and now moments of the drama therapy group. In seeing these processes 
in action, I was reminded again that it is only in the present moment that change can happen.  
 Like drama therapists before me, I found dramatic projection to be a way to invite 
expression without exposure (Jones, 2007). I observed that clients with eating disorders were 
more comfortable in the cognitive space, as opposed to the emotional or physical spaces 
(Jacobse, 1995; Johnson, 1982; Wood et al., 2021). I found the use of distancing techniques to be 
invaluable in modulating a client’s involvement and activation in the interventions (Landy, 
1996). I was seeing how the effects of a contained, dramatic play space could help clients feel 
free enough (and safe enough) to play with each other. This sense of play helped build trust in 
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the group and in the process. Following from this, if clients felt safe-enough, and trusted in the 
group, they were more willing to participate in the work in an embodied way. This embodiment 
then enabled a deeper level of engagement and connection with each other, and with their own 
developing sense of themselves in relation to, and often, apart from, their eating disorder. I was 
often able to witness how this playing at the edges of the neural activation zone could nudge 
open the window of tolerance to enable a deeper level of engagement for the clients.  
Key Learnings About My Own Window 
 Since I understood the importance of psychological flexibility, I not only wanted to 
explore the use of drama therapy to expand the window of tolerance for clients, I also wanted to 
increase my own flexibility, both professionally and personally. While drama therapy summons 
my playful, inner Fairy role, Miss Perfect and the Judge are also roles that are active in my life. 
Through their control and perseverance, they have helped me succeed in many different 
ventures. But as I planned to enter the unknown of this new internship, I found myself often 
fused to these two control-loving roles. I knew, as a therapist, I needed to embrace the not 
knowing and not fear being lost so I could keep “seeking the truth” (Williams, 2017, p. 139). 
Yet, I was uncomfortable with all that I didn’t know about this population, and about using 
drama therapy with clients who needed such a high level of care. Like many of the clients, I felt 
stuck and constrained by experiential avoidance and my own need for control. 
I found that using the RPE method for my own personal development as a drama 
therapist brought me to a new level of understanding in regards to this need for control. The 
Judge emerged as the key “Who is Blocking Me” role from the role-based work I began doing in 
my drama therapy supervision and in my personal therapy. In journal excerpts shared in 
Appendix E, I relate how my internship experiences often pushed up against the edges of my 
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window of tolerance, and how the RPE method seemed to be nudging that window open for me 
and for clients. In the journal entries, I share how embodiment enabled me to tap into the Judge 
role, and how externalizing this inner role through creating the projective mask facilitated 
separation from the role. In separating from the Judge through the mask creation and 
embodiment, I came to a deeper sense of knowing and acceptance of this role and its Believer 
counterrole. In Appendix F, Figure F1, I share the art-making part of the method in the form of 
my completed Judge/Believer mask that I created through collage on a white, cardboard masked 
form. In Figure F2, I share my monologue of this role which grew from a place of compassion 
and curiosity. In writing from the perspective of the Judge/Believer, I channeled the message that 
the dual aspects of this role/part/mask had for me at this point in my life. I found this message 
and this whole process deeply healing on a personal level and liberating on a professional level.   
Discussion 
  I had set out to explore the ways drama therapy could widen the windows of tolerance 
for clients locked in the rigidity of an eating disorder. Grounded in research and clinical practice, 
I developed a series of interventions that utilized the core processes of drama therapy including 
role, projection, and embodiment. I found that while clients’ windows of tolerance are affected 
by a range of factors, these core processes, when supported by the creation of a safe-enough, 
dramatic play space, show promise in increasing clients’ flexibility and level of treatment 
engagement. I had initially thought I would be able to diagram the processes active within the 
RPE method but as I tried, I realized that the actions within our drama therapy sessions, in some 
ways, defied my urge to schematize. Was it the trust that enabled the play, or the play that 
enabled the trust? Did the embodiment come only as a third step, or did the embodiment begin 
with kicking a ball? Did embodiment enable deeper engagement, or did deeper engagement 
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enable embodiment? Did the main action of the session help move clients toward integration, or 
did the process of simply fully being in the session move clients toward integration? With these 
questions swirling and the results defying traditional quantification, I felt how the core processes 
of drama therapy operated through a both/and dynamic that was healing, holding, and difficult to 
tie up with neat paragraphs and diagrams. This growing realization seemed to be pointing back to 
the challenges of quantifying and standardizing expressive therapies.  
 With this realization in mind, I decided to shift back to the expressive arts to help 
synthesize elements of this inquiry. In Appendix H, I share Once Upon a Time, a poem I wrote 
expressing the fear, discomfort, and play I found amidst the unpredictability of this work. In 
Appendix I, with A Poem of Not Knowing, I share the wonder and uncertainty of working as a 
drama therapist through a metaphor of a client as a smoldering ember that can spark the fire in 
others. After all, it is also the relational elements of drama therapy groups that seem to connect 
clients with one another, affirming shared intrusive thoughts and difficult feelings that are 
normally experienced in isolation and intertwined with shame. Finding commonalities with 
others, telling, listening, and connecting with another’s story, and playing with each other, 
fosters social engagement and co-regulation which helps to calm neural activation and build 
resilience (Kestly, 2016). Pulling a person out of isolation is part of the healing process. Finally, 
in Appendix J, I share Reflections on Drama Therapy and the Opening of Windows, a pastel 
drawing and poem, which express the potential for transformation when drama therapy enters the 
eating disorder treatment space. 
 Taking into account the small number of clients involved in this project, the transitory 
nature of the milieu, limited amount of drama therapy group time, and lack of formal research 
methodology, I recognize that these learnings are more of a prompt for further research than 
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formal proof. For example, I found that infusing the action-oriented approach in other groups I 
led (i.e., acceptance and commitment therapy, narrative therapy, and exposure response 
prevention) increased engagement, and seemed to improve the overall quality of the clients’ 
experiences in their long treatment days. With this level of client engagement in these expressive 
interventions surprising non-drama therapy clinicians at the site, additional research studying the 
effectiveness of using the core processes of drama therapy to deliver skills offered in 
traditionally non-expressive groups may be warranted. Related to this, I see avenues for research 
into the use of distancing, projection and embodiment to titrate planned exposure experiences 
that are often a key component of current eating disorder treatment.  
Conclusion 
 The moments of insight and engagement sparked in clients and in myself throughout this 
project add to a growing sense of personal advocacy for drama therapy and the potential it has to 
increase the effectiveness of eating disorder treatment. In this advocacy, I am motivated by the 
clients’ stories and their willingness to take a chance and step outside their comfort zones to play 
inside these unusual groups. In providing a way to cultivate spontaneity and play, as well as a 
means to give embodied form to inner experiences that are so often suppressed and avoided, I 
have been amazed and humbled by the change-making processes of drama therapy. It is my hope 
that through the continued research, work (and play) that drama therapists will continue to do 
with clients, drama therapy will expand its reach, becoming an integral component in the 
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Appendix A 
Factors Implicated in Eating Disorder Development 
Overarching Process Factors 
Sociocultural  1. Idealization of thinness 
 2. Media exposure, weight stigma 
 3. Internalization of thin beauty ideal 
 4. Body surveillance and body image distress 
 5. Internalized body shame 
 6. Racism, body oppression 
  
Psychological 1. Experiential avoidance 
 2. Perfectionism and extreme over-control coping style 
 3. Negative emotionality 
 4. Aversion to negative emotions (distress intolerance) 
 5. Impulsivity and extreme under-control coping style 
 6. Personality disorders 
  
Neurocognitive processes 1. Cognitive flexibility or inflexibility 
 2. Deficits in inhibitory control 
  
Genetic/environmental/ 
   biological interplay 
1. Environmental interplay (inc. parental pressures, low 
parental contact, attachment issues) 
 2. Hereditary factors  
 3. Hormonal (inc. serotonin/dopamine/onset of puberty) 
 4. Psychological factors (see psychological factors above) 
 
5. Trauma (inc. adverse life events inc. bullying, child 
abuse/neglect, sociocultural factors) 
  
 
(Bardone-Cone et al., 2010; Cassin & Von Ranson, 2005; Culbert et al., 2015; Juarascio et 
al., 2013; Wood et al., 2021). 
 
FLEXIBILITY AND FUSION                                                     44 
 
Appendix B 
Eating Disorder Diagnoses: Core Features and Presentation 
Disorder Core Features and Presentation 
Anorexia nervosa (AN)  
Core features Significantly low body weight due to restriction of dietary intake 
Typically present Body dissatisfaction, overevaluation of body shape/weight, weight 
concerns, intense fear of weight gain 
Sometimes present Binge eating and compensatory behaviors (inappropriate 
behaviors to prevent weight gain after consumption of food, 
including self-induced vomiting, laxative and diuretics misuse, 
excessive exercise) 
Bulimia nervosa (BN)  
Core features Binge eating and compensatory behaviors, overevaluation of body 
shape/weight 
Typically present Body dissatisfaction, weight concerns, dietary restriction 
Sometimes present Emotional eating (increased eating due to emotions) 
Other specified feeding or 
eating disorder (OSFED) 
 
Core Features Diagnostic criteria not met by other eating disorders with core 
features varied, depending on presentation 
Typically present No typical presentation, other than clinical distress and 
impairment in daily functioning 
Sometimes present Restriction of dietary intake, significant weight loss, body 
dissatisfaction, overevaluation of body shape/weight, weight 
concerns, binge eating and compensatory behaviors, recurrent 
purging behaviors in absence of binge eating, night eating 
syndrome 
 
Note. Adapted by the author from “Research review: What we have learned about the causes of 
eating disorders - a synthesis of sociocultural, psychological, and biological research,” by  K. M. 
Culbert, S. E. Racine, & K. L. Klump, 2015, The Journal of Child Psychology and Psychiatry, 
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Appendix C 
Roles and Role Sort Compilation 
Table C1  










Table C2  
Client Role Sort Compilation 
  
Who I am? Who I Want to Be? Who is Blocking Me? Who Can Help Me? 
Dreamer Free Person Bully Mother 
Simple One Free Person Killer Healer 
Doubter Free Person Critic Wise Person 
Pessimist Free Person Killer Healer 
Worrier Free Person Pessimist Dreamer 
Confused Person Free Person Perfectionist Wise Person 
Worrier Calm Person Perfectionist Healer 
Lost One Calm Person Coward Free Person 
Artist Believer Coward Angry Person 
Confused Person Warrior Worrier/Coward Believer 
Helper Survivor Critic Wise Person 
Healer/Child Survivor Doubter Innocent 
Confused Person Adult Avenger  
Alien  Judge Healer 
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Appendix D  









What’s in the Room 
A Poem, A Warm-up, A Moment 
 
Small slips of paper 
Each holding so much inside 
Alone together 
 
Here are the slips from yesterday – three per person – recorded by patients at the 
start of the group, answering the question: “What’s going on for you right now – 
feelings, thoughts, physical experience?” These were dropped in a box, then chosen  
with patients creating sculptures, sharing moments, bringing inner experiences out: 
 
And so, we began… 
 
little to no motivation 
feeling like I disappoint everyone 










tension and anxiety 
fear of the future and responsibilities/failure 







….slip left blank…. 
OVERWHELMINGNESS 
 
And where did we end up? 
In some ways, back to where we started 
Spiraling, digging up thought weeds 
Trying to reseed 
Uncover buds of spring 
One day, one hour, one minute at a time. 
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Appendix E 
My Journal Entries: Into the Unknown with Role, Projection, and Embodiment 
12/17/20 – Invoking, Naming and Exploring the Judge 
With tying my thesis with my internship, I found a structure. But the structure seems confining and 
seems to close my window of tolerance. Pushing out and NOT sticking to what I had planned was 
liberating today – not only for me – but for the clients. … Is the Judge what limits my window? Is the 
Judge who puts the braces in the window, so the window can’t be pushed past a certain point? Is my 
Judge part like my clients’ ED [eating disorder] part? Is the Judge what keeps me feeling anxious about 
what to do in sessions? How does my mind work with these parts? 
After embodied drama therapy supervision… 
I’m realizing that meeting the moment is in relationship. The Judge disappears when I am actively 
engaged, “in the flow.” Like when I am creating a play. That passion, that drive, creating, collaborating. 
The Judge just stays back, maybe making an astute comment here and there. But the Self, the creative 
self, is running the show. Working in an embodied way with the Judge, my supervisor helped me realize 
that this can and does happen in therapy sessions. It’s when I let go and listen and come into 
relationship with each client and the group of clients… In working with the Judge in supervision, I found I 
had trouble situating the Judge in my body. The part was very head-oriented which makes TOTAL SENSE, 
and could be related to my headaches this week. AND I’m thinking the more I cut off my body and sit at 
the computer without moving AND don’t take breaks at my internship and don’t go on walks, I’m 
helping to keep my head disconnected from my body. … I’m allowing the Judge to rule. Embodiment can 
help integration (for the clients and for me). 
1/1/21 – Externalizing the Internal 
Today, I met the Judge and spoke with him from a place of curiosity and compassion. I remember feeling 
this attitude was important. If I wasn’t going to speak or enter in with this curiosity and compassion, it 
wouldn’t be right somehow. Anyway, I became aware of the Judge connected to two sides of my father, 
both the harshness coming out of a need to protect … and the nurturing goofiness. I told the Judge that 
he can trust me to do what I need to do, to be able to live in the ups and the downs. He can give me the 
growth “Believer” kind of energy rather than the black and white Judge energy. So, all of that was 
helpful and increased my psychological flexibility as I created the mask of the role. I felt both energies 
strongly and feel that if I just focused on the Judge in making the mask – that would somehow 
perpetuate inflexibility. Opening up to the counterrole helped me move to a more balanced place.  
1/8/21 - Allow 
I wasn’t sure what direction to go. … I just realized my perfectionism is challenged in every session that I 
facilitate. I want to have a right way to proceed – but there really isn’t a right way – I have to quiet the 
chatter in my head – no, I have to just allow that chatter, listen and attune to the present moment. I feel 
like my preparation is part of building and situating my launching pad. Then once I’m there, I’m ready to 
launch. Am I? 
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1/15/21 – Too Fast 
I think the group activity may have been a bit activating in some ways: maybe in how it brought up 
ambivalence to certain roles that feel strange and “not me.” One client had a panic attack 20 minutes 
after group. Another client seemed withdrawn, almost dismissive, of her mask in how she handled it. 
Was the window opening too wide, too fast? Sending clients into dysregulation and dissociation? The 
other two clients didn’t seem that way at all, seeming more connected to the parts/roles of their masks. 
They seemed curious. Can curiosity nudge the window open? The next group that day I completely 
shifted away from the original plan: good practice for me in vulnerability and flexibility.  
1/22/21 - Questions 
At times, I felt a bit lost. I do feel like my oodles of prep helps me feel more ready to let go, be able to be 
flexible and meet the moments. I was meeting the moments right and left this whole week. Sometimes 
it’s exhausting, other times it’s exhilarating. What makes the difference? Is it that sometimes, situations 
push me out of my window of tolerance? Is my fight/flight/freeze response activated by what comes up 
in group? How can I deal with this? Maybe it’s just what it is and acknowledging this is important… 
Approaching with curiosity is positive – expanding my window to be able to hold these energies.  
2/10/21 – Lifting Our Heads 
It was cool to see M’s delight in having her roles embodied. Maybe some of the binding being loosened 
– window raised a little? Hope being allowed in? It’s a risk to allow hope in. What if it all falls apart? Still 
knowing hope and knowing what matters gives courage for the journey. Having hope can give courage 
to be able to deal with what comes, the painful emotions, the ups and downs in experiences. M said, “I 
haven’t yet made it to the Free Person sculpture yet [arms lifted up to the sky], but I’m closer than I was 
when my head was bent down as the Confused Person.” Lots of learning for me this week. Ups and 
downs, I’m riding the waves. 
2/18/21 – The Doing, The Playing 
I feel like I’ve – we’ve – come a long way in terms of embodied work. . . I think it has to do with my sense 
of ease and confidence in doing drama therapy activities. Is it in my manner of presenting the 
interventions? Or is it also how I scaffold the embodiment? . . . The laughter at the beginning of group 
was such a relief. A relief from the sitting in groups. . . I want to do . . . to be . . . not to just tell people 
things. . . I would rather nurture the fire/spark inside – uncover that spark, keep it protected until it can 
burn on its own and then stand back and watch how the fire can ignite another’s spark.  
3/5/21 - Opening 
After group, S came to us to share a video that she had made of her singing an original. This song had 
come out of the work she had done with her Dreamer mask/role. S said she hasn’t been able to write 
songs for a long time. She couldn’t seem to get the chord progressions. But on Monday after creating a 
poem from her monologue writings, she went home and just started writing the song. She said she’d 
had writer’s block, but for this song: “The chords just came.” She set the words of her poem to music 
and it was a beautiful, heartfelt song, centered in the Dreamer. Her voice was so beautiful. She said 
she’d share the video since she didn’t feel ready to sing the song in person. Our hearts were full with her 
sharing. Drama therapy: opening, unsticking, releasing. 
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Appendix F 
Role, Projection, Embodiment Method as Seen in Self-Practice   
Figure F1  
















Monologue Created out of Who Is Blocking Me” Role of Judge & Counterrole of Believer 
I am the Judge. But that is not all I am. It’s true I set high standards, and it may feel like I am 
looking down on you if you don’t meet them. But I am doing this for you – I am doing this so 
you will not be hurt, so you will be strong, and you will be able to meet whatever comes your 
way. But sometimes I feel shunned – like you don’t want me with you. I can see the pain in your 
eyes, and the burden on your rounded shoulders. Yet I have another side, a counter side that 
doesn’t sit in judgment in order to protect. I am the Believer and I believe in you. I draw from 
the same Sun-filled energy source as the Judge. Yet I don’t force my will and my expectations 
upon you. I do not hold you to a higher standard because I trust you. I trust your strength. I 
trust your strong inner core. I know this strength and this core because we share it. My energy 
is part of your energy, your conviction, your strength, your courage, and also your vulnerability. 
Tell the story of who you are. I trust you. I believe in you.  
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Appendix G  
Once Upon a Time 
Once upon a time there was a table with four legs 
I don’t want to fly blind 
I don’t want to make mistakes 
I don’t want to be so stressed 
I don’t want to be a trailblazer 
I don’t want to be a people-pleaser 
I don’t want to not know 
I don’t want to feel the pain 
Once upon a time there was a table with three legs 
This is hard stuff 
I feel exposed 
I feel nothing 
Too many issues 
What function is this serving? 
I don’t care 




Once upon a time there was a picnic on the floor 
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Appendix H 
A Poem of Not Knowing 




Feel it glowing – dark into light into dark 
See heat  
Around the sides 







Is something catching 
Oohhh 




Feel the warmth stirring  
and 
the pain 
The ember smolders 
Burning from within 
Hot 
Cold 
Sparks fly and lights another 
As flames lick up 
Into the smokey sky. 
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Appendix I 
Reflection on Drama Therapy and the Opening of Windows 
An Image and a Poem 
 
 
Cocooned in numbness 
Playful breezes stir the soul 
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